This study examined differences in access, utilization, and barriers to health care by nativity, language spoken at home, and insurance status in East Los Angeles and Boyle Heights, California. Data from household interviews of neighborhood residents conducted as part of a corner store intervention project were used. Binary and multinomial logistic regression models were fitted. Results showed that uninsured and foreign-born individuals were differentially affected by lack of access to and utilization of health care. While the Affordable Care Act may ameliorate some disparities, the impact will be limited because of the exclusion of key groups, like the undocumented, from benefits.
collected via telephone surveys, which have declining response rates 23 and have historically excluded cell phone-only households. 24 This creates problems with nonresponse bias. 25, 26 In addition, national or statewide surveys are designed to yield estimates of large geographic areas, making them impractical to investigate issues among smaller catchment areas. Consequently, in-depth examinations of specific communities are usually not permissible with large-scale surveys. For these reasons, this study aims to assess the patterns of health care access and utilization among adults living in East Los Angeles (East LA) and Boyle Heights using a community household survey. These adjacent communities are almost entirely Latino, with Mexican-origin Latinos comprising the vast majority of the population. [27] [28] [29] [30] These communities will provide a unique challenge for the Affordable Care Act (ACA) implementation. Some residents are obtaining coverage through MediCal (California's Medicaid program) expansion or through private insurance exchanges, thereby increasing the demand for services in the area, and others are unable to gain coverage due to the exclusion or limitations placed on undocumented immigrants. 31 Consequently, this study examines whether or not nativity status, language use, and insurance status impact health care access and utilization in specific Mexican and immigrant majority community contexts.
METHODS

Design
The present investigation is secondary to the primary aims of the Proyecto MercadoFRESCO intervention study. A detailed description of the original study is available elsewhere. 32 In brief, the intervention aimed to transform the food environment in low-income, urban food swamps in East LA and Boyle Heights by converting corner stores into healthy food retailers and by engaging in comprehensive social marketing and educational campaigns. The study was approved by the University of California Los Angeles' institutional review board.
As part of the baseline assessment of the Proyecto MercadoFRESCO community study, household surveys of residents in East LA and Boyle Heights were conducted. Household surveys were conducted in each of the neighborhoods immediately surrounding the converted intervention and comparison stores. Households were randomly sampled from the neighborhoods surrounding each store. Within each household, the adult (18 years of age or older) who identified as the primary food purchaser and preparer was invited to participate. Interviewer-administered surveys using computer-assisted personal interviewing were conducted in both Spanish and English and took roughly an hour and a half to complete. Data were collected on a rolling basis from August 2011 to July 2013. Participants provided oral or written consent and received a $25 incentive to participate.
Sample
A total of 1035 interviews were completed and an overall response rate of 80% was achieved. Characteristics of the sample are shown in Table 1 . Participants were mostly female, younger than 50 years, foreign-born, of Mexican-origin, spoke both English and Spanish at home, had less than a high school education, and did not participate in any public programs (ie, Temporary Assistance to Needy Families [TANF], Supplemental Security Income, SNAP, or Women, Infants and Children [WIC]). No data were available from households that did not participate. However, the most recent 2010 census data indicate that the sample closely mirrored the target population in terms of Mexican heritage and marital status. The sample was slightly older and had a greater proportion of females than the target population; this would be expected given the study inclusion criteria. Between Boyle Heights and East LA, participants differed only in terms of household language use, with a greater proportion of respondents in East LA living in households that spoke only Spanish when compared with Boyle Heights (not shown).
Questionnaire
The survey included 25 modules, of which one examined access to, utilization of, and barriers to health care. The overall instrument contained 403 total items, 11 of which pertained access to, utilization of, and barriers to health care. Both English and Spanish versions of the instruments were pretested and modified to improve clarity.
Measures
Primary outcome variables measured access, utilization, and barriers to health care. Access and utilization of health care measures were drawn from the 2009 California Health Interview Survey. 33 Selfreported insurance status, health care utilization, and barriers to health care utilization have been shown to be valid measures of their respective constructs. [34] [35] [36] [37] Access had 2 components: insurance status and having a usual source of care. We assessed participants' current insurance status and categorized them as either insured or uninsured. In addition, we assessed whether or not participants had a doctor or a regular place to go to for health care or health advice. Those who indicated having a doctor or place to go to were categorized as having a usual source of care. Utilization of health care services was measured using 4 items: (1) practice type for usual source of care; (2) using the emergency department in the past 12 months; (3) the number of physician visits in past 12 months; and (4) time since the last physician visit. These 4 measures capture key features of utilization of health care services, which include site of service and time intervals since receiving services. 38 Practice type identified the setting of participants' usual source of care. Responses were coded as private office, ambulatory/hospital clinic, or other type. The number of physician visits in the past 12 months was coded into three categories (0/1/2 or more) for bivariate analyses and dichotomized for multivariate analyses (0 vs 1 or more). We determined whether or not participants had used the emergency department in the past 12 months (yes/no). Time since last physician visit was coded into 4 categories: (1) 12 months or less; (2) more than 1 year and less than 2 years; (3) more than 2 years and less than 5 years, and (4) 5 or more years for bivariate analyses. For multivariate analyses, time since last physician visit was recoded into 2 categories (≤1 year vs >1 year).
Barriers to utilization were assessed only among participants who reported not having seen a physician in the last year. Barriers represented reasons participants were unable, despite medical or health need, to utilize health care. Barriers included being unable to afford to see a physician, lacking transportation, inability to take time off of work, and inability to find a physician who spoke the participant's language. All barrier measures (ie, financial limitations, transportation, work, and language) had dichotomous (yes/no) responses for bivariate analyses, but for multivariate analyses the 4 questions were combined (any barrier vs no barrier).
The main independent variables of interest were nativity status (US-born vs foreign-born), language spoken at home (any English vs Spanish-only), and insurance status (insured vs uninsured).
Control variables used in multivariate analyses included age, gender, years of education, and participation in public assistance programs such as TANF or WIC (yes vs no).
Statistics
IBM SPSS Statistics, Version 21.0 (Armonk, NY), was used for statistical analyses. Results of the analyses are presented in 3 ways. First, for descriptive purposes, data on access, utilization, and barriers to health care are shown for the full sample. Second, these data were stratified by nativity, language spoken at home, and insurance status. Cross tabulations were run and chi-squared tests were used to test for associations between access, utilization and barrier variables and nativity, language spoken at home, and insurance status. Third, multivariate regressions predicting access, utilization and barriers from nativity, language spoken at home, and insurance status were fitted. Binary logistic regression was used for all outcomes except practice type, which necessitated the use of multinomial logistic regression. Multivariate analyses included control variables. Individual bivariate and multivariate tests excluded missing cases.
Fit of logistic models was evaluated using Hosmer-Lemeshow's goodness of fit (HL GOF) tests. Multinomial logistic regression models were broken down into logistic regressions to allow for the assessment of model fit with using HL GOF tests. Table 2 shows access and utilization of health services for the study sample. Most participants were currently insured and had a usual source of care. The majority of participants received their care from an ambulatory/hospital clinic versus a private physician office, did not use the emergency department in the past 12 months, and had 2 or more physician visits in the past 12 months. Barriers were reported infrequently. Specifically, a little more than a quarter of the sample reported financial limitations as a barrier, approximately one-tenth of the sample reported work as a barrier and only a small minority reported either transportation or language as barriers.
RESULTS
Univariate and bivariate analyses
When stratified by nativity, there was an association between being currently insured and place of birth between US-born and foreign-born participants (71.8% vs 57.1%). Furthermore, US-and foreign-born participants differed in where they typically received their health care, with a larger percentage of foreign-born participants receiving care in an ambulatory/hospital clinic versus private physician office. Finally, the association between nativity and time since last physician's visit approached significance (P = .058), with foreignborn respondents having longer time between visits.
When stratified by language, there was an association between the place where the participant received his or her health care and language spoken at home. Those who spoke only Spanish at home more often received care in an ambulatory/hospital clinic compared with those who spoke any English who were more likely to be seen in a private office. Language was associated with where usual source of care was received. In addition, individuals speaking any English at home and those speaking only Spanish differed in indicating that work was a barrier to utilization (6.3% vs 19.4%).
Finally, when stratified by insurance status, differences in access and utilization emerged. The insured and the uninsured differed in having a usual source of care (89.7% vs 63.6%), where they received their care, the number of physician visits in the past 12 months, and utilization of the emergency department in the past 12 months (11.0% vs 31.8%). In all cases, the insured had more optimal utilization than the uninsured. In addition, the insured and the uninsured differed in their reporting of financial limitations (15.7% vs 36.3%) and work (4.3% vs 14.5%) as barriers to health care utilization. Table 3 shows the results of multivariate analyses in which nativity, language, and insurance status were entered into models simultaneously and sociodemographic characteristics were controlled. HL GOF tests determined that all models fit the data reasonably well (P > .05). Being foreign-born was associated with 65% lower odds of being insured (OR = 0.35; 95% CI = 0.24-0.50) and 68% greater odds of having usual source of care (OR = 1.68; 95% CI = 1.07-2.62), when compared with being US-born. In addition, being foreign-born, as compared with being US-born, was associated with 102% greater odds of receiving care in an ambulatory/hospital clinic versus a private office (OR = 2.02; 95% CI = 1.36-3.01). Speaking only Spanish, as compared with any English, was associated with 98% greater odds of receiving care in an ambulatory/hospital clinic versus a private office (OR = 1.98; 95% CI = 1.34-2.91).
Multivariate analyses
Having insurance was associated with all access, utilization, and barrier measures except time since last physician visit. Those who were currently insured had 77% lower odds of having a usual source of care (OR = 0.23; 95% CI = 0.16-0.33) than those not currently insured. In terms of utilization, being currently insured, as compared with being currently uninsured, was associated with 51% lower odds of receiving care in an ambulatory/hospital clinic versus a private office (OR = 0.49; 95% CI = 0.34-0.72). Similarly, being currently insured, as compared with being currently uninsured, was associated with 82% lower odds of receiving care in another type of setting versus a private office (OR = 0.18; 95% CI = 0.07-0.46). Likewise, those who were insured had 37% lower odds of emergency department utilization (OR = 0.63; 95% CI = 0.45-0.89) as compared with those uninsured. Unsurprisingly, being insured was associated with a 266% increase in odds of having 1 or more physician visits in the past year, when compared with those who were uninsured (OR = 3.66; 95% CI = 2.56-5.23). Finally, those who were insured had 63% lower odds of reporting any barriers to care (OR = 0.37; 95% CI = 0.18-0.76), when compared with those who were uninsured.
DISCUSSION
This study provided a unique opportunity to assess health care access and utilization within 2 large, neighboring, Mexican-majority communities in California. A considerable fraction of participants were uninsured or lacked a usual source of care. High levels of community uninsurance are problematic because they can set the stage for high burden of disease among the uninsured and can have effects that spill over to the insured by decreasing satisfaction of health care providers 39 and decreasing quality and access of services. 40 Similarly, the sizable proportion of participants who did not visit their physicians on an annual basis and those who frequently visit the emergency department are problematic for preventing disease.
Nativity status was a predictor of access and utilization of health care services. Consistent with previous studies, 19, 41 foreign-born participants had insurance at lower levels than their US-born counterparts. In addition, foreign-born individuals relied on ambulatory/hospital clinics versus private clinics in greater proportions than US-born participants. Unlike previous research, language was not associated with the number of physician visits, 42 suggesting that the care sought by residents in these neighborhoods is provided in a language concordant manner. Nativity did not influence the use of emergency department services or frequency of physician visits. The former is important because of the popular conception that immigrants, especially the undocumented, use emergency department services, a common site for safety net services, at high rates, despite evidence to the contrary. 18 An important finding seen in both bivariate and multivariate results is that language affected access and utilization in the sample, especially given that language was not reported as a significant barrier to care in bivariate findings. Spanish-only households relied on ambulatory/hospital clinics versus private offices as usual sources of care at greater rates than households speaking any English. Moreover, English-speaking households were more likely to frequent private offices. Coupled with parallel findings by nativity, this suggests acculturation to the United States shifts the usual source of care away from ambulatory and hospital clinic settings to private settings. In the short term, however, if residents who gain insurance coverage through the ACA are Spanish-speaking, clinics will have to confront the challenge of providing languageconcordant care or translation services for a larger Copyright © 2016 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited. patient population. This finding can have national policy considerations, because 25% of people who are eligible to gain coverage through the ACA are Latino, 43, 44 with this number increasing further if immigration reform occurs. Surprisingly, language spoken at home was not associated with insurance status, which contradicts prior research exploring the larger Latino context. 45 In addition, participants from Spanish-only households reported work as a barrier to utilization of services. The concentration of foreign-language monolinguals in "brown-collar" jobs that tend to be among the least desirable jobs, with low pay and the expectation of subservience 46,47 may be driving this finding. This is problematic because Spanish monolinguals report greater health need. 48 Uninsurance limited access on most measures and led to a greater reporting of financial and work characteristics as barriers to utilization in bivariate findings. While the ACA may help remedy some issues of insurance coverage, its reach will likely be limited in East LA and Boyle Heights, where 19.9% of the larger geographic area is noncitizen. 31 The ACA excludes the undocumented from both the federally funded Medicaid expansion and eligibility for tax credits to purchase insurance through Health Insurance Exchanges, 49 suggesting that current policy solutions will leave East LA and Boyle Heights with unmet need. Furthermore, over a third of undocumented parents have children who are US citizens, 50 resulting in "mixed-status" families. While the children in these families are potentially eligible for publically financed insurance coverage, 43 the incongruence in legal status between parents and children may lead parents to eschew care due to fears of being deported or potentially jeopardizing naturalization. 51 Multivariate findings revealed that insurance's ability to promote usual source of care reverses when accounting for underlying socioeconomic disparities. This suggests that greater socioeconomic homogeneity in East LA and Boyle Heights may dampen the positive impact of insurance. Overall, the findings suggest ACA's ability to improve access to insurance, and subsequent utilization of care, will be stymied in East LA and Boyle Heights and other communities with similar demographics.
Despite highlighting important health care access and utilization characteristics of East LA and Boyle Heights, several study limitations exist. Generalizability of findings may be limited. Because the study prioritized sampling household primary food purchasers and preparers, the study sample is disproportionately female. This might also inflate estimates of health care service utilization because women generally use services at higher rates than men. 52 However, the extent of this effect may be at-tenuated by the fact that the study sample was otherwise representative of the target population. While it would be beneficial to examine health care access and utilization by generational status, within Latino groups and between other racial groups, this study did not permit this type of comparison. Instead, this study was able to elucidate access and utilization in 2 specific Latino community contexts.
Overall, the findings from this study highlight important unique characteristics of the communities of East LA and Boyle Heights. Primarily, despite the high prevalence of foreign-born individuals and Spanish-only households in these neighborhoods, these factors still impact where people sought health care services. Given the increased access problems seen in clinic settings, 53 observed differences in site of care can reinforce and exacerbate health disparities. Thus, even if people in these communities gain access to care under the ACA, this may not be sufficient to ensure uniformity of care quality. In addition, given the potential benefit to Latinos under the ACA, findings highlight that sizable subgroups have usage patterns that should be considered to maximize effective implementation. Finally, the findings highlight a unique strength of the communities under investigation whereby language does not present a barrier to access and language spoken at home does not impact frequency of health care utilization. These findings suggest that language-concordant care is being effectively delivered in East LA and Boyle Heights.
